Sir, I read with interest the article titled "Differentiating extensor plantar response in pathological and normal population" by Loo et al. in the AIAN journal. [1] The authors systematically studied this important question in 156 individuals and found that extensor responses were seen in 18.6% of feet of normal individuals. This included withdrawal response and Babinski response in nearly equal proportion. They must be commended for this meticulous work leading to a new observation, but some technical issues in the elicitation of the reflex are of concern: 1. The authors have not specified the stimulus object that was used to elicit the reflex 2. They have not mentioned how rapidly or slowly the stimulus was delivered. The textbook description of the test specifies that the stimulus must be delivered over 3-5 s [2] 3. How superficial or deep was the stimulus applied? Plantar reflex is a superficial reflex and applying deeper pressure results in elicitation of a muscular reflex 4. What is meant by great toe extension? Is it at interphalangeal joint or metatarsophalangeal joint of the great toe? Again, the textbook description is to observe the movement at metatarsophalangeal joint 5. Was tensor fasciae latae contraction looked for? Even in the absence of great toe movement, tensor fasciae latae contraction may be observed in Babinski response.
In the absence of these important details of methodology of elicitation of the reflex, it may be premature and potentially erroneous to state that Babinski sign could be elicited in such a significant proportion of healthy individuals. It would be helpful if the authors could make videos of Babinski sign in some of their normal subjects available for review in the online version of the journal.
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Differential Diagnoses of Amyotrophic Lateral Sclerosis are More Variegated than Anticipated
Sir, With interest we read the review article by Singh et al. about the differential diagnoses of amyotrophic lateral sclerosis (ALS). [1] Differential diagnoses discussed in the article include benign fasciculation syndrome, multifocal motor neuropathy, neuralgic amyotrophy, bulbospinal muscular atrophy (Kennedy's disease) (spinal and bulbar muscular atrophy), chronic inflammatory demyelinating polyneuropathy, inclusion body myositis, polymyositis, ischemic stroke, Guillain-Barre syndrome, Miller Fisher syndrome, oculopharyngeal muscular dystrophy, neck extensor myopathy, radiation-induced radiculopathy, myasthenia gravis, multiple sclerosis, hereditary spastic paraplegias, Vitamin-B12 deficiency, copper deficiency, adrenomyeloneuropathy, adult polyglucosan disease, syringomyelia, cervical myelopathy, four-A syndrome (Allgrove syndrome), thyreotoxicosis, hyperparathyroidism, HIV infection, and Post-polio syndrome. [1] We have the following comments and concerns.
Missing in this list of differentials of ALS are mitochondrial disorders, compression-induced painless cervical radiculopathy, [2] late-onset Hirayama disease, [3] Niemann-Pick disease type C, [4] Herpesvirus myelitis, [5] mitochondrial membrane protein-associated neurodegeneration, [6] spinocerebellar ataxia Type 3, [7] hexosaminidase A deficiency, [7] Parkinson's disease, [7] spinal muscular atrophy, [7] monomelic amyotrophy, [7] Morvan syndrome, [8] capecitabine-induced leukoencephalopathy, [9] tumor necrosis factor-alpha therapy of psoriatic arthritis, [10] GM2 gangliosidoses (Sandhoff disease, AB-variant, and Tay-Sachs disease), frontotemporal dementia, Huntington's disease, Alzheimer's disease, flail arm syndrome, Lyme disease, progressive muscular atrophy, cramp fasciculation syndrome, pure motor neuropathy with or without conduction block, Sjögren syndrome, aluminium intoxication, and lead intoxication.
The most frequent of these additional differential diagnoses include neuroborreliosis, mitochondrial disorders, and Parkinson's disease. Neuroborreliosis is clinically characterized by muscle weakness, sensory disturbances, meningitis, encephalitis, polyradicular pain, and sphincter dysfunction. Neuroborreliosis can be easily delineated from ALS by appropriate studies of the cerebrospinal fluid for antibodies against borrelia burgdorferi or DNA of this spirochaete. Remission of the clinical manifestations under antibiotic treatment is a further means to differentiate neuroborreliosis from ALS. Parkinson's disease can be easily delineated from ALS on the clinical presentation (tremor, rigor, and akinesia) and the results of the single-photon emission computed tomography investigations of presynaptic dopamine receptors in the midbrain. More difficult to delineate from ALS are mitochondrial disorders. Mitochondrial disorders are usually progressive multisystem diseases affecting the brain, eyes, ears, endocrine organs, heart, lungs, gastrointestinal tract, kidneys, hematological cells, immune system, skin, or cartilage. Particularly nonspecific mitochondrial disorders either due to mutations in genes located on the mitochondrial DNA (mtDNA) or the nuclear DNA may mimic ALS. Mitochondrial disorders mimicking ALS have been reported in patients carrying multiple mtDNA deletions, in patients with SIGMAR1 mutations, patients with combined complex-II/complex-III defects, patients carrying AIFM1 mutations, DNAJC11 mutations, and some other conditions associated with mitochondrial disease.
In summary, this review could be more meaningful if not only some of the differential diagnoses of ALS would have been discussed but also if the more widespread spectrum of differentials would have been considered. It would be also helpful for the reader to indicate which differentials are frequent and which are rare differentials that have to be taken into consideration.
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Infection and Epilepsy: Current Dilemma
Sir, We read with interest the article titled "Prevalence of epilepsy and its association with exposure to Toxocara canis: A community-based, case-control study from rural Northern India". [1] While the original article by Modi et al. [1] is commendable for the population-based study design, the results need to be seen in the light of another recent published meta-analysis [2] on the same topic which leaves
